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Abstract: Although Blatt’s two-polarity model of depression has suggested 
that patients’ interpersonal styles may shape countertransference phenomena 
in psychotherapy, empirical research on this topic has remained scarce. This 
article provides an in-depth study of countertransference processes in clinical 
work with dependent (anaclitic) depressed patients using a qualitative 
methodology. Thematic analysis of narrative material of psychodynamic 
therapists discussing patient cases during supervision (n = 7) resulted in four 
recurrent themes: “empathy, compassion, and support,” “anxiety, feeling 
overwhelmed, and protection,” “frustration, irritation, and confrontation,” 
and “inadequacy, incompetence, and fatalism.” We found that these 
countertransference processes mainly revolved around perceived adaptive 
and maladaptive aspects of patients’ relational functioning. Regarding clinical 
practice, our study suggests that therapists can use countertransference to 
determine in which position they are maneuvered by patients, although we 
caution against the exclusive use of subjectively informed data as a benchmark 
in the diagnostic and treatment process. We conclude that further in-depth 
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research on countertransference and personality styles is needed to identify 
pitfalls in the treatment of depression.
Keywords: countertransference, depression, blatt, anaclitic, supervision,  
thematic analysis
INTRODUCTION
Psychotherapy research on countertransference has traditionally 
treated depression as a homogeneous disorder (e.g., Bourke & Grenyer, 
2010; Brody & Farber, 1996; McIntyre & Schwartz, 1998; Røssberg, Kar-
terud, Pedersen, & Friis, 2010; Roubal & Rihacek, 2014). From diver-
gent clinical-theoretical schools of thought, however, there has been 
an emerging body of literature suggesting that depression is best con-
ceived as a multi-dimensional illness. Authors from psychodynamic 
(Blatt, 2004; Blatt & Madouras, 1992; Blatt & Shichman, 1983; Blatt & 
Zuroff, 1992), cognitive behavioral (Beck, 1893, 1991, 1999), interper-
sonal (Arieti & Bemporad, 1978), and attachment theory (Bowlby, 1980, 
1988) have emphasized the role of personality, more specifically per-
sonality organization and interpersonal attitudes, to understand dif-
ferent manifestations of depression. Within psychodynamic literature, 
one of the most successfully empirically supported theories (Luyten, 
2017) is the two-polarity model of personality development proposed 
by Sidney Blatt and colleagues (for an overview of empirical research, 
see Blatt, 2004; Luyten, Corveleyn, & Blatt, 2005b; Luyten, 2017). This 
model states that depression is closely affiliated with two interperson-
ally oriented synergetic mechanisms essential in the process of person-
ality development: interpersonal relatedness (the anaclitic dimension) 
and self-definition (the introjective dimension). While the mechanism 
of interpersonal relatedness strives for the realization of gratifying, 
mature, and reciprocal interpersonal relations, the mechanism of self-
definition strives for the establishment of a healthy, solid, diversified, 
and well-integrated sense of self (Blatt, 2004).
It is theorized that an overemphasis on one of these developmental 
dimensions is associated with a diathesis for different types of depres-
sion, each of which is characterized by unique interpersonal attitudes 
and needs (Blatt, 2004). On one hand, dependent (anaclitic) depression 
is marked by interpersonal dependency and a strong desire for affec-
tion and protection, with feelings of helplessness, loneliness, weakness, 
and fear of abandonment dominating the clinical picture (Blatt, 2004; 
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Luyten et al., 2005a). On the other, self-critical (introjective) depression 
is marked by interpersonal distance, a striving for self-definition and 
a desire to maintain high personal standards, with feelings of guilt, 
inferiority, failure, and fear of criticism dominating the clinical picture 
(Blatt, 2004; Luyten et al., 2005a).
From the 1950s on, a theoretical broadening of the concept of counter-
transference (CT) has drawn increased attention to the possible impact 
of patients’ interpersonal functioning on the emotional responses of 
therapists during treatment (Gelso & Hayes, 2007). Several authors from 
psychodynamic and psychoanalytic thought (e.g., Heimann, 1950; Little, 
1951; Racker, 1957; Winnicott, 1949) emphasized that certain CT phe-
nomena in treatment should be understood as normal reactions toward 
patients, rather than as private responses pertaining solely to the person 
of the therapist (e.g., unresolved issues). From this vantage point, the 
therapeutic setting is seen as a microcosm in which patients’ dysfunc-
tional or maladaptive relational patterns from everyday life are being 
played out (Westerling et al., 2019). Through often subtle “interpersonal 
pulls” (Kiesler, 1979), patients may compel their therapists to conform 
with a role that is congruent with the role of significant others in early life 
experiences (Sandler, 1976). This implies that, by addressing their own 
emotional experiences in therapy, psychodynamic therapists may gain 
valuable insights into their patients’ mental lives and into the maladap-
tive relational patterns that underly their mental illness (Geltner, 2006). 
Therapists should, however, be wary not to become entangled in their 
patients’ relational dynamics. As a result of role-responsiveness (Sandler, 
1976), they risk repeating the maladaptive interpersonal transactional 
cycles (Kiesler, 1983) that brought patients to therapy to begin with (Gelt-
ner, 2006). This implies that therapists need to balance carefully between 
staying emotionally attuned and receptive to signs revealing patients’ 
maladaptive interpersonal dynamics, while at the same time being able 
to detach sufficiently from these feelings to be able to constitute another 
other for their patients (Geltner, 2006).
The realization that some CT reactions of therapists can be regarded 
as objective (Winnicott) or, rather, “patient-induced” (Geltner, 2006) has 
led to the acknowledgement that CT may be used as a diagnostic and 
therapeutic instrument in treatment. Over the years, many scholars and 
clinicians have revoked the historically widespread hostile conception 
of CT (i.e., as detrimental to the therapeutic process) in favor of a more 
appreciative stance, by acknowledging that therapists’ emotional reac-
tions can also benefit the clinical work provided that they are recog-
nized and well managed (Gabbard, 2001; Gelso & Hayes, 2001, 2007; 
Hayes, Gelso, Goldberg, & Kivlighan, 2018). 
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Over the past 20 years, empirical research on therapists’ emotional 
reactions has progressively focused on these patient-induced CT pro-
cesses by studying the impact of patients’ interpersonal functioning 
on therapists’ emotional reactions (e.g., Betan, Heim, Zittel Conklin, & 
Westen, 2005; Bourke & Grenyer, 2010; Brody & Farber, 1996; Colli, Tan-
zilli, Dimaggio, & Lingiardi, 2014; McIntyre & Schwartz, 1998; Røss-
berg, Karterud, Pedersen, & Friis, 2007, 2008, 2010; Tanzilli, Colli, Muzi, 
& Lingiardi, 2015). Several cross-sectional studies have examined ther-
apists’ responses in the treatment toward patients with different per-
sonality disorders (for an overview, see Colli & Ferri, 2015), personality 
traits (e.g., Røssberg et al., 2008), or maladaptive attachment styles (e.g., 
Westerling et al., 2019). These studies have generally demonstrated that 
specific personality characteristics in patients are indeed associated 
with unique CT patterns in therapists.
Although the two-polarity model has gained substantial empirical 
support over the years in process and outcome research (Blatt, 2004; 
Luyten et al., 2005b; Luyten, 2017), systematic research on CT in rela-
tion to the proposed personality styles underlying depression has 
remained scarce. Nonetheless, clinical and theoretical literature within 
the context of the two-polarity model has strongly suggested that these 
two types of depression might be associated with very different trans-
ference and CT processes in therapy (e.g., Blatt & Madouras, 1992; Blatt 
& Shahar, 2004; Luyten et al., 2005b; McWilliams, 2011). 
Because dependent (anaclitic) patients seek closeness and intimacy 
in relations, they are believed to engage easily in the therapeutic pro-
cess (McWilliams, 2011). According to McWilliams (2011), they are 
generally cooperative in therapy and susceptible to the therapist’s 
warmth. The latter is supported by empirical research from Zuroff, 
Blatt, Shahar, Kelly, and Leybman (2016), which indicates that depen-
dent (anaclitic) patients develop an emotional bond with therapists 
more easily than self-critical (introjective) patients. However, aside 
from these adaptive features, more maladaptive interpersonal patterns 
may emerge as a result of these patients’ strong needs for affection and 
protection. Their underlying fear of abandonment and rejection has 
been associated with a “needy,” “clinging,” and “claiming” relational 
style, which is theorized to evoke irritation and dissatisfaction in oth-
ers (Luyten, Blatt, & Corveleyn, 2005a; Luyten et al., 2005b). These 
characteristics may create a self-fulfilling prophecy of rejection and 
abandonment, reinforcing dependent (anaclitic) patients’ initial atti-
tudes and fears. Further, McWilliams (2011) has cautioned that these 
patients’ underlying passivity and dependency on others may evoke 
feelings of irritation and frustration in therapists, especially if thera-
pists insist on making real-life changes. Thus, based on these patients’ 
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relational style, it can be inferred that the therapists’ struggles in the 
treatment process will revolve mainly around these patients’ relational 
dependency.
In contrast, with self-critical (introjective) patients, it is expected that 
CT processes will mainly revolve around these patients’ distancing 
behavior, which may result in difficulties deepening the therapeutic 
relationship. Empirical research has already demonstrated that these 
patients have more trouble fully engaging in the therapeutic process, 
for example, in forming a strong emotional connection to their thera-
pists (Blatt & Zuroff, 2005; Zuroff et al., 2016). According to McWil-
liams (2011), they are especially sensitive to (perceived) criticism of 
others. They can project their internal criticism on therapists, being in 
constant anticipation of their disapproval. Blatt and Zuroff (2005) claim 
that self-critical (introjective) patients may become more critical toward 
the therapist as the treatment progresses. In combination with doubts 
about the helpfulness of therapy as a whole, this can further under-
mine the therapeutic relationship (Zuroff et al., 2016). Thus, based on 
these patients’ relational style, it can be inferred that CT reactions will 
include feelings of being criticized or unappreciated, which may ulti-
mately lead to complementary disengagement in therapists (Hennissen 
et al., 2019). 
Only three recent studies have attempted to put these hypotheses to 
the empirical test: Genova and Gazillo (2018) and Hennissen and col-
leagues (2019) from a psychodynamic viewpoint, and Westerling and 
colleagues (2019), from an attachment perspective. In all three studies 
the Therapist Response Questionnaire (TRQ; Zittel & Westen, 2003) 
was used, a 79-item self-report questionnaire inquiring about thera-
pists’ affective, cognitive, and behavioral responses toward patients. 
The TRQ is a frequently used instrument in CT research and is com-
prised of eight CT dimensions: overwhelmed/disorganized, helpless/
inadequate, positive, special/overinvolved, sexualized, disengaged, 
parental/protective, and criticized/mistreated. 
In a naturalistic sample of 232 therapy dyads, consisting of thera-
pists from varying theoretical backgrounds and patients with various 
psychological problems, Genova and Gazillo (2018) used the Psycho-
dynamic Diagnostic Manual-2 (PDM-2; Lingiardi & McWilliams, 2017) 
to assess patients’ overall level of personality organization and per-
sonality style. Consistent with their predictions, they found that thera-
pists reported stronger disengaged feelings when treating self-critical 
(introjective) patients compared with dependent (anaclitic) patients. 
However, their results did not confirm the hypothesized correlation 
between dependent (anaclitic) patients and parental/protective reac-
tions in therapists.
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The study of Hennissen and colleagues (2019) used data of a ran-
domized controlled trial comparing short-term psychodynamic ther-
apy and cognitive behavioral therapy for the treatment of dependent 
(anaclitic) and self-critical (introjective) depressed outpatients (Mega-
nck et al., 2017). Personality styles were assessed by means of a pro-
totype matching procedure (Werbart & Forsström, 2014). In contrast 
to Genova and Gazillo (2018), the results of a subgroup of 84 patients 
showed that therapists experienced significantly stronger parental/
protective responses toward dependent (anaclitic) patients when com-
pared with self-critical (introjective) patients. On the other hand, no 
significant correlations were found between the self-critical (introjec-
tive) personality style and the hypothesized disengaged and criticized/
mistreated dimensions.
Drawing on an attachment framework, Westerling and colleagues 
(2019) examined the relationship between patient attachment and CT 
reactions of psychodynamic therapists in a naturalistic setting (n = 101). 
Using a shortened version of the Experiences in Close Relationships 
questionnaire (Brennan, Clark, & Shaver, 1998), they grouped patients 
into two attachment style groups—attachment anxiety and attachment 
avoidance—which are highly comparable to the respective dimensions 
of interpersonal relatedness (anaclitic dimension) and self-criticism 
(introjective dimension). Consistent with their predictions, the results 
showed that attachment anxiety was significantly associated with stron-
ger parental/protective, special/overinvolved, and overwhelmed/dis-
organized reactions in therapists. On the other hand, their results did 
not show any meaningful correlations between attachment avoidance 
and the hypothesized disengaged dimension.
With all three of these studies having their hypotheses only partly 
and alternately confirmed, it is only fair to conclude that further 
research on CT toward these two types of patients is required. In this 
study, we will focus in depth on therapists’ reactions toward depen-
dent (anaclitic) patients. By focusing on this one group, we aim to 
obtain a better, richer, and more detailed apprehension of the nature of 
CT reactions arising in treatment with dependent (anaclitic) patients, 
as well as a more “in-context” understanding of the interpersonal logic 
within which these reactions emerge. To obtain this objective, we will 
study narrative material from supervision sessions of psychodynamic 
therapists by means of a qualitative methodology. More specifically, 
we will examine how different psychodynamic psychotherapists talk 
in supervision about their clinical work with dependent (anaclitic) 
patients. Our aim is to identify shared CT patterns across therapists. 
With this qualitative approach, our goal is to attain an in-depth and 
multifaceted picture of CT that remains close to clinical practice, while 
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attempting to surpass the typical disadvantages associated with self-
report questionnaires (e.g., social-desirability bias; see Fauth, 2006; 
Singer & Luborsky, 1977).
METHOD
Data Set
The data were obtained from the Ghent Psychotherapy Study (GPS; 
Meganck et al., 2017), a randomized controlled trial studying the dif-
ferential efficacy of short-term psychodynamic therapy and cognitive 
behavioral therapy for dependent (anaclitic) and self-critical (intro-
jective) depressed outpatients. Treatment consisted of 16–20 weekly 
sessions. Therapists participating in the study received biweekly 
group supervisions from experienced psychotherapists in the respec-
tive disciplines (Meganck et al., 2017). All supervisions were audio-
taped and transcribed verbatim for research purposes. The study was 
approved by the Ethical Board of the Ghent University Hospital in 
Belgium (Registration number B670201318127). All identifying infor-
mation concerning patients and therapists has been changed to pro-
tect confidentiality.
Participants
Therapists. The sample consists of four psychodynamic therapists 
(three females and one male), ranging in age from 29 to 33 years 
(M = 31.5, SD = 1.7). All therapists are clinical psychologists with 
postgraduate training in psychodynamic psychotherapy and have 5 to 
9 years of clinical experience (see Table 1). In the context of the GPS, 
they received 2 days of additional training based on Luborsky’s (1984) 
manual for supportive-expressive time limited treatment for major 
depressive disorder (DSM-IV-TR, American Psychiatric Association, 
2000). We chose to focus on psychodynamic therapists because of the 
pivotal role of CT in psychodynamic theory and treatment models, as 
well as in supervision.
Patients. The sample consists of seven dependent (anaclitic) patients 
(six females and one male) who received short-term psychodynamic 
psychotherapy for depression, ranging in age from 21 to 50 years (M 
= 33.4, SD = 11.0). All patients met the criteria for major depressive 
disorder (DSM-IV-TR, American Psychiatric Association, 2000), as 
assessed by means of the Structured Clinical Interview for DSM-IV Axis 
I disorders (First, Spitzer, Gibbon, & Williams, 2002) and the Hamilton 
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Rating Scale for Depression (Hamilton, 1967). Exclusion criteria were: 
current diagnosis of psychosis, bipolar disorder or the presence of 
delusions, acute suicidal risk, primary diagnosis of substance abuse/
dependence, and any evidence of a medical condition preventing full 
participation in the treatment. 
Procedure
Assessing Patient Personality Style. Personality styles were assessed by 
the GPS research team by means of a prototype matching procedure 
(Werbart & Forsström, 2014) based on the Clinical Diagnostic Interview 
(Westen, 2002). This implies that patients’ degree of similarity to 
prototype vignettes was evaluated by assigning them a score from 1 
to 5 on both an anaclitic and introjective dimension. To be eligible for 
the GPS, patients needed to have a predominant dependent (anaclitic) 
or self-critical (introjective) personality style (i.e., a difference of at 
least two points between the anaclitic and introjective dimension). 
In case of a difference of three or more points, patients were labeled 
as “prototypical.” Three trained researchers (interviewer, one 
postgraduate researcher, and one academic staff researcher) first rated 
interviews independently and consequently discussed their ratings to 
reach consensus, starting from the assumption that clinical judgments 
can be improved through consensus processes rather than solely 
relying on mean scores (Hill, 2012). The initial independent ratings, 
however, already showed very high inter-rater reliability (intraclass 
correlations dependent (anaclitic) personality = .90, 95% CI [.86–.93]; 
intraclass correlations self-critical (introjective) personality = .89, 95% 
CI [.85–.93]). Both therapists and patients were blind to the results of 
the personality assessment procedure.
Data Selection and Sampling
Patient case selection. We selected cases by a combination of intensity 
sampling and purposeful random sampling (Patton, 2002). This implies 
that we selected extreme cases—that is, patients with a (quasi-) proto-
typical dependent (anaclitic) personality style—on the assumption that 
much more can be learned about dependent (anaclitic) interpersonal 
dynamics from prototypical patients compared with patients where 
personality characteristics are less pronounced or from patients with a 
mixed personality style (Patton, 2002). We aimed at selecting a total of 
eight cases, with two (quasi-) prototypical cases per therapist, enabling 
us to look for CT patterns across therapists and patients. Prototypical 
cases had priority over quasi-prototypical cases. If there were more 
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than two prototypical patients per therapist, we randomly selected 
two cases. When we were unable to find two prototypical cases, we 
proceeded with the selection of quasi-prototypical cases. These were 
patients where the consensus scores (as obtained in the diagnostic pro-
cedure by means of the prototype vignettes) were not indicative of a 
prototype, but where the researchers’ individual scores approached this 
prototype as much as possible. Quasi-prototypical cases were selected 
per therapist by chronologically (i.e., in order of registration in the GPS) 
scrutinizing individual researchers’ ratings on the prototype vignettes. 
We selected the first patients where: (1) there was consensus among 
the researchers that the patient’s personality style was predominately 
dependent (anaclitic) in nature; (2) the research team unanimously 
scored the dependent (anaclitic) dimension in favor of the self-critical 
(introjective) dimension by at least two points; (3) at least one member 
of the research team judged the patient to be prototypical—that is, score 
difference of 3 points between the dependent (anaclitic) and self-critical 
(introjective) dimension. Of the final eight cases, one case was excluded 
from analysis because the treating therapist judged that it was a self-
critical (introjective) patient, and we deemed that this was strongly 
reflected in the data. This case could not be replaced due to unavail-
ability of other cases. This resulted in seven cases, of which five were 
prototypical and two were quasi-prototypical (see Table 1).
Supervision session selection. For the current study, we chose to exam-
ine supervision sessions in which therapists presented their patients for 
the first time (i.e., introductory case presentations), on the assumption 
that these sessions provide extensive, rich, and in-depth descriptions 
about patients and the experiences of therapists. In addition, introduc-
tory case presentations are highly informative on our research subject 
because patients are generally brought under supervision when thera-
pists encounter problems in the treatment (e.g., transference/CT dif-
ficulties, stagnation), while yet remaining uninfluenced by potential 
preceding supervisory processes (e.g., CT management, adjustments in 
technique). Of the seven case presentations, three patients were brought 
under supervision after therapy session 1, two patients after session 3, 
one after session 9, and one after session 12 (see Table 1).
Qualitative Data Analysis. The audio files and accompanying tran-
scripts from the seven supervision sessions were analyzed in depth 
by means of a data-driven thematic analysis (Braun & Clarke, 2006), 
using principles of consensual qualitative research (Hill, Thompson, & 
Nutt-Williams, 1997). During the entire qualitative inquiry, discussions 
were held until agreement was reached through a consensual process 
(cf. Hill et al., 1997).
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The primary research team of this study consisted of three doctoral 
students (the first, fourth, and fifth authors) and one PhD (third author) 
in clinical psychology, all with 1.5 to 10 years of clinical experience. The 
second author, an experienced clinical psychotherapist and professor 
in clinical psychology, served as an auditor in each step of the analy-
sis, giving feedback to the primary research team. All authors identify 
with psychoanalytic or psychodynamic thought and maintain that 
psychotherapy always occurs under transference and CT processes, 
and, more specifically, that CT is related to patients’ transference and 
broader interpersonal functioning. Although the authors differ in their 
assumptions about the degree to which CT reflects the patient’s or the 
therapist’s share, they agree that CT should best be conceived of as a 
joint creation between patient and therapist.
The data analytic process consisted of two subsequent phases, start-
ing with a selection of one case for every therapist (n = 4) followed 
by the remaining cases (n = 3) and con tained the following steps that 
were executed in an iterative fashion. In the first step, the primary team 
familiarized themselves with the data by setting up weekly meetings 
around one specific case. Prior to these meetings, they had all thor-
oughly familiarized themselves individually with both the audio files 
of the respective supervision session and the accompanying transcript 
and had taken notes of their interpretations of the data with respect to 
CT processes in relation to dependent (anaclitic) patients. During the 
meet-ups, the research team discussed their impressions and debated 
different viewpoints until they reached consensus about the interpreta-
tion of the material.
Next, relevant meaning units were identified through the selection 
of excerpts where therapists described perceptions, views, and expe-
riences relating to patients’ interpersonal functioning and where they 
described or expressed emotional responses on a cognitive, affective, 
or behavioral level, explicitly as well as latently. In this phase, it was 
important that the audio files closely accompanied the examination of 
transcripts, because therapists’ tone, intonation, or broader present-
ing style was considered to be essential for the interpretation of the 
data. We shifted between individual data segments and the broader 
text to make sure the selection of meaning units and their accompa-
nying interpretations were contextually justified. In the first phase 
(n = 4), we strived to keep a broad perspective to prevent excluding 
relevant information too soon. Thereafter, non-relevant parts were 
omitted from analysis.
Subsequently, relevant segments were coded. In the initial phase 
(n = 4), the cases were coded by means of consensus coding to reduce 
potential bias inherent in the use of one single judge and to produce a 
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richer conceptualization of the phenomenon of CT (Hill, Nutt- Williams, 
Heaton, Thompson, & Rhodes, 1996). In the subsequent phase, the first 
author coded the remaining cases (n = 3) and presented these to the 
primary team for consensus.
Lastly, the first author clustered the codes into themes representing 
recurrent patterns in the data which describe CT processes of therapists 
as well as the (interpersonal) contexts in which they were expressed. 
The results were presented and discussed in depth with the primary 
research team, based upon which adjustments and refinements were 
made until final consensus was reached and the most suitable descrip-
tions for the themes were identified.
RESULTS
We identified four main themes as CT reactions of therapists toward 
dependent (anaclitic) patients: “empathy, compassion, and support,” 
“anxiety, feeling overwhelmed, and protection,” “frustration, irritation, 
and confrontation,” and “inadequacy, incompetence, and fatalism.”
Theme 1: Empathy, Compassion, and Support
The first theme* contains feelings of benign affection, empathy, sym-
pathy, compassion, and other positive emotional reactions, as well as 
attentiveness to patient material and supportive, nurturing interven-
tions. These reactions were mainly expressed in the context of experi-
encing a positive working alliance, in the context of perceived psycho-
logical or physical vulnerability and suffering in patients, and in the 
context of patients’ initial discomfort/distress in the psychotherapeutic 
setting.
Benign affection and other positive emotional reactions were generally 
expressed in contexts reflecting a good working alliance with patients, 
more specifically, when therapists found that their patients demon-
strated good working ethic in therapy. Such good working ethic was 
described in terms of authentic therapeutic commitment, such as hav-
ing a therapeutic question beyond a complaint, being reflexive about 
one’s own implication in mental illness and interpersonal problems, let-
ting the therapist in, and exhibiting emotional vulnerability. Therapists 
showed a liking toward such so called “good” patients and expressed 
*Names and details have been changed to protect patient privacy.
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their satisfaction regarding their work with these patients. One thera-
pist stated:
It’s really fun working with this patient […] it’s someone who works ana-
lytically, and I really enjoy that.
In all cases, therapists spoke in an empathetic and compassionate 
manner when addressing their patients’ mental and physical struggles, 
ranging from impaired psychosocial functioning to patients’ fear of 
a mental breakdown and suicide ideation. Therapists seemed to be 
affectively touched by these reported hardships, and this seemingly 
evoked a compassionate and nurturing stance. When describing specific 
interactions in therapy sessions, it became apparent that therapists 
attended carefully to their patients’ suffering. Further, they described 
supportive and nurturing interventions through which they showed 
acknowledgement for their patients’ torment:
I really believe she’s in a dreadful pain, when you see her walking in the 
room. And I invite her to talk about it, really, like, where does it hurt today, 
how’s our body doing? It’s something I strongly attend to.
Another therapist stated:
Immediately I felt the urge to comfort her, to give her advice, to talk way 
too much myself. You just feel for her.
In four cases, therapists described their patients as being distressed 
or disrupted by their encounter with the therapist or psychotherapeutic 
setting as such. For some patients, it involved their first encounter 
with psychological health care, which, according to the therapists, was 
accompanied by a general uneasiness and hesitance toward committing 
themselves and speaking openly. In addition, therapists denoted that 
some patients were scared of what therapy would set in motion once 
they would start speaking. Therapists generally showed compassionate 
understanding when describing these situations. They also described 
the use of supportive techniques to make the therapy environment feel 
safer for the patient, such as adopting a more structured and directive 
approach by leading therapy with exploratory questions or by avoiding 
long and painful silences. One therapist, for example, described: 
It was like she was hiding away behind her hair and her scarf, huddled 
posture, scared and withdrawn. Speaking was very hard the first session 
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[…] She was very hesitant in her communication, I had to constantly ask 
questions, and I really had to carry her throughout the sessions, not letting 
silences last too long. She is really insecure and looks at me anxiously.
Perceptions of patients as sensitive and suffering individuals also 
became apparent through descriptive word choice and the use of met-
aphors in supervision. For example, two patients were described as 
“fragile little birds,” and another was described as “a scared mouse.” 
Various female patients were referred to with the word “girl,” despite 
being grown women.
Theme 2: Anxiety, Feeling Overwhelmed, and Protection
The second theme describes feelings of fear and feelings of being 
overwhelmed, alarmed, and responsible, as well as cautious, con-
taining and protective interventions in the context of the risk of psy-
chological disintegration. Further, it describes feelings of anxiety and 
bewilderment in situations where a strong interpersonal appeal was 
experienced.
In three cases, therapists viewed their patients’ mental state as frag-
ile, disorganized, or brittle and feared that their patients might desta-
bilize, break down, or fall apart. This perceived threat was based on 
specific signs picked up from patients, such as the perception of dis-
inhibited or dysregulated affect, erratic or fragmented speech, or the 
impression that the act of speaking in therapy had an adverse effect 
on patients’ mental well-being. With regard to these signs, therapists 
described feelings of being overwhelmed and alarmed. These could be 
further intensified by their patients’ own reported sense of deteriora-
tion during treatment or their own fears of breaking down. In these 
contexts, therapists demonstrated a particular caution with regard 
to therapeutic interventions and expressed feelings of responsibility 
for maintaining their patients’ mental well-being. One therapist, for 
example, compared a patient to a “house of cards” and noted being 
particularly wary not to “dig too deep.” Additionally, therapists 
resorted to containing interventions with which they tried to protect 
their patients from falling apart. The therapist in the aforementioned 
example described this as follows:
Once she started speaking, it was like a train that couldn’t be stopped 
[…]. I realize I’m talking off the top of my head here, but that’s also how 
she came across, like pop-pop-pop, all sorts of things came out. […] 
And occasionally she started sobbing like a child. It was a bit discordant 
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really, because she cried for a second or two, stopped, and suddenly there 
appeared this huge smile on her face. Just like young children do. […] I 
don’t want to dig in too deep because I don’t know what will come at 
me and I noticed I was being cautious and careful. […] I want to find 
a balance between letting her talk freely and yet restricting something. 
Maintaining such a balance is not easy, you know. Letting someone speak 
openly, while being able to say “stop!” at some points. It’s like a police 
officer standing at a crossroads, and his job is stopping some and letting 
others through. Otherwise, it would overflow from all sides. That’s how 
it feels.
Another therapist stated:
She can’t handle it, she shuts down completely and starts slipping away. 
That third session, she looked all pale, said she wasn’t sleeping, bags 
under her eyes. […] I believe she’s really slipping away, and she’s shutting 
herself out in order to survive. […] After the last session, it felt as if the act 
of speaking was destabilizing her completely. I’m scared of what will hap-
pen, because she’s going from euphoria to depression like a bouncy ball. 
[…] I’m scared that she’s going to end up in another depression or even 
worse. There’s definitely a suicide risk.
Additionally, in four cases therapists described anxious and over-
whelmed feelings in the context of experiencing a strong interpersonal 
appeal coming from patients. Therapists identified these moments 
of appeal in a variety of shapes and forms, ranging from patients’ 
relational dependency and helplessness to more defensive, control-
ling, and manipulative communication and behavior. For example, 
some patients were described as needy, claiming, and demanding 
toward therapists or as defensively aggressive. In these situations, 
therapists expressed feelings of bewilderment as a result of being put 
on the spot:
She made me very aware of my power as a therapist. She asked me to stop 
the session, and I found it very frightening to realize my own position of 
power over her. I found it very hard to deal with that. She was definitely 
expecting something of me. So, I chose to not to stop the session, but I 
did feel as if I needed to do “something.” I didn’t need to identify with 
her [needs], but I did feel the need to embody some position toward her. 
Because I felt that stopping the session would implicitly convey a failure 
toward her, like “I can’t cope with this situation either,” whereas continu-
ing the session almost felt like I was exerting some sort of omnipotent 
power over her.
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Theme 3: Frustration, Irritation, and Confrontation
The third theme contains hostile feelings and reactions, such as feel-
ings of irritation, frustration, anger, dread, and resentment, as well 
as a loss of patience, confrontation, and aggressive enactment. These 
feelings and reactions were expressed when therapists perceived their 
patients as resistant, lacking a therapeutic question, or at moments 
when they experienced a strong interpersonal appeal coming from 
their patients.
In three cases, therapists got irritated and frustrated when they believed 
that patients’ persistent resistance interfered with the therapeutic pro-
cess. In this regard, they described that patients used strategies with 
which they consciously or unconsciously safeguarded themselves from 
engaging in an authentic but possibly painful therapeutic process. This 
way, therapists felt that patients were bypassing the exploration of 
important yet sensitive topics, as such holding off the possibility of real 
therapeutic change. Therapists identified strategies such as keeping the 
therapist at bay (e.g., selective sharing of information), trying to con-
trol the course and content of sessions (e.g., changing the subject), and 
making use of rationalizations or inauthentic speech. In all three cases, 
hostile feelings toward the patient dominated the supervision hour. This 
also became apparent through therapists’ choice of words, for exam-
ple, the use of pejorative descriptions or hostile metaphors when refer-
ring to patients. One therapist compared a patient to a “floor cloth” in 
supervision, and repeatedly referred to this patient condescendingly as 
“that child.” Therapists sometimes lost their patience as a result of feel-
ing unable to reach their patients and tried to confront them in the hope 
of stimulating change. With one therapist, the use of confrontation by 
means of “shock therapy” approached aggressive enactment.
Likewise, therapists experienced irritation and frustration if they felt 
that patients did not have a real therapeutic question beyond a mere 
complaint, reflecting their unwillingness to question themselves and 
do real therapeutic work. When they felt that patients were demanding 
ready-made answers and solutions, therapists got the impression that 
patients wanted to build up something “fake” and left it up to them to 
do all the hard work. One therapist declared:
This girl continuously analyses herself to the bone. And it looks like she’s 
wallowing in this endless self-analysis, as if it were an excuse to linger with 
her problems. […] Lately, she’s really starting to annoy me, because I think, 
why don’t you just […] do something about it. I think you would have 
been able to detect my anger during the last session. I was very directive 
toward her, you could call it shock therapy. I really tried to snap her out 
of it. I’m almost ashamed to share the things I said to her. […] Rationally, 
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she’s got it all together. Analytically, she knows it all, all the links have 
been made, everything’s there. But then she’s like, yeah look, here I am, 
and I need to see results by the end of summer. […] She is quite impelling 
toward me to come up with solutions for very specific goals that she has 
set for herself.
Further, therapists described hostile feelings and reactions when 
they experienced a strong interpersonal appeal coming from patients. 
Over and above the general feelings of bewilderment described earlier, 
therapists expressed feelings of frustration and irritation as a result of 
feeling mistreated, abused, or manipulated by patients. For example, 
one therapist felt extremely irritated by a patient who repeatedly 
cancelled sessions last minute due to illness. This therapist expressed 
strong negative feelings toward a patient, because of the feeling of 
being unconsciously tested out. Another therapist described a strong 
frustration in the context of feeling manipulated and tested by a patient 
who repeatedly crossed therapeutic boundaries. Hostile reactions 
on the part of the therapists could also be expressed in the form of 
mockery or condescending interpretations of patient material. In both 
aforementioned cases, for example, the therapists referred to the idea 
that their patients were feigning sickness or were over-dramatizing. 
Recently, she cancelled another session because of some joint inflammation. 
I already felt myself getting annoyed, thinking, “for Christ sake, again?” 
But she did sound ill, so I was like “okay”. […] I do feel that she’s trying 
me out, like, “how far can I take this with you.” Because I talked it through 
with her once and said, “look this is not acceptable,” and two weeks later 
she’s riding me again. And the way I’m saying it, I really do have the feel-
ing that she does it to get at me, that she’s unconsciously assessing how far 
she can take it. 
Another therapist described:
I’ve got the feeling that this person will stick to me like glue. It’s the 
type of person I’m a bit allergic to. Someone once told me, “c’est comme 
un gentil petit monstre” [it’s like a sweet little monster]. Meaning that 
there’s something of a kindness, but also something monstrous in the 
clinging. Like, you can try to pull it off from you, but something will 
always stick.
Additionally, extreme situations of interpersonal appeal were further 
accompanied by feelings of anger, dread, and resentment toward patients 
as a result of feeling heavily addressed and called upon. 
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I almost want to punch them, like, “would you just act normal?” It’s not 
easy to remain calm in such situations [referring to patients’ extreme test-
ing]. You feel such an appeal, and you know you must stay afloat. […] 
When I notice such feelings, I realize I can’t bear it anymore.
Theme 4: Inadequacy, Incompetence, and Fatalism
The fourth theme describes feelings of inadequacy, incompetence, self-
doubt, inability to help, incapacitation, feeling stuck, hopelessness, helplessness, 
and fatalism. These feelings and reactions were expressed in the context 
of a perceived threat of psychological disintegration, and in the context 
of an inability to break through patients’ resistance.
In five cases, therapists felt unable to handle their patients’ strong 
needs in therapy. As a result of these overwhelming needs, therapists 
felt unable to respond in an appropriate way. One therapist specifically 
described feelings of incompetence in situations where patients exerted a 
strong interpersonal appeal. In another case, frustrations with “uncon-
scious testing behavior” in the form of frequent unattendance of ses-
sions made the therapist feel incapacitated and stuck with regard to 
interventions:
I do intend to make this patient pay for [those missed sessions], but I don’t 
know, I feel like I’m way too involved in that personally, and that doesn’t 
feel right. […] I think I’m stuck because I think I’d be acting out of frus-
tration, like “now you will pay for it!” while in fact, it should be a mere 
cerebral intervention.
Yet another therapist expressed feelings of helplessness toward a 
patient who “constantly broke boundaries,” both professionally and 
personally.
I’m being very strict toward her, but she always seems to succeed, and 
that’s so exhausting. Ultimately, I become desperate because I keep setting 
boundaries, but she keeps breaking them.
In three cases, feelings of inadequacy and incompetence were expressed 
in situations where therapists worried about their patients’ mental 
stability. More specifically, it concerned feelings of uncertainty about 
being able to help or successfully contain these patients. In this context, 
therapists also expressed feelings of self-doubt regarding their ability 
to cope with the ramifications of a psychological breakdown. Some 
therapists also expressed concerns about their capacity to help such fragile 
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patients within the predetermined time limit of the treatment in the 
context of the GPS, or even lost faith in the case altogether. The therapist 
in the aforementioned example, who expressed concerns about a 
patient “slipping away,” feared that digging into the past and exploring 
emotions had an adverse effect on the patient’s mental well-being. This 
made the therapist skeptical about her expertise with such patients and 
the helpfulness of psychodynamic therapy as such. This therapist felt 
unable to help and heavily considered referring the patient to a therapist 
working within another therapeutic framework.
I don’t know how to work with her. […] I know it sounds cruel, but I really 
think she’s done for. I honestly don’t believe it’s possible to accomplish 
anything with her. She’s doomed, that’s something I can feel already, and 
I don’t usually experience that, because even in the worst situations I’m 
usually hopeful about achieving something with a patient
Lastly, in three cases, feelings of inadequacy were expressed in the 
context of patients’ persistent resistance. Therapists felt unable to 
penetrate their patients’ defense mechanisms and to solicit change. One 
therapist said she felt as if she had tried everything to break through 
her patient’s resistance. This only intensified her frustration and made 
her feel hopeless and fatalistic about the possibility of change in therapy:
 I think she’s just going to come and tell the same story over and over 
again. And if she’s tired of it, or if she doesn’t see results, she’ll be out of 
here. And that really bugs me! […] I’m pretty fatalistic toward her, because 
I don’t seem to be able to loosen her up.
DISCUSSION
In this study, we investigated CT processes in psychodynamic 
therapy with dependent (anaclitic) patients by examining supervision 
sessions where therapists discussed their clinical work with (quasi-) 
prototypical patients. An in-depth thematic analysis (Braun & Clarke, 
2006) of the narrative material resulted in four recurrent themes: 
“empathy, compassion, and support,” “anxiety, feeling overwhelmed, 
and protection,” “frustration, irritation, and confrontation,” and 
“inadequacy, incompetence, and fatalism.” Consistent with clinical-
theoretical literature, our study suggests that many CT processes, 
positive as well as negative, revolve around dependent (anaclitic) 
patients’ typically dependent relational style.
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We found that therapists experienced positive emotional reactions, 
such as benign affection and empathy, toward dependent (anaclitic) 
patients. Therapists mostly described or expressed these reactions in sit-
uations where they experienced patients as cooperative in treatment. In 
line with Blatt’s two-polarity model (Luyten et al., 2005a), these positive 
responses can be understood in light of the more adaptive aspects of 
these patients’ interpersonal functioning: their fundamental orientation 
toward relatedness with others may result in a friendly openness, vul-
nerability, and cooperativeness in therapy (Luyten et al., 2005b; McWil-
liams, 2011). These attitudes may have promoted the perception in our 
therapists that these patients cultivated the “right” therapeutic attitude, 
which may have facilitated the establishment of an emotional bond. 
Additionally, dependent (anaclitic) patients’ nurture-seeking behaviors 
and general compliance in relationships may have resulted in a will-
ingness to submit themselves to the care of therapists (Luyten et al., 
2005b) in a way that is intuitively congruent with typical role expectan-
cies in psychotherapy (i.e., help-seeking patient versus help-providing 
therapist; Rickers-Ovsiankina, Berzins, Geller, & Rogers, 1971). Within 
the context of the psychotherapeutic setting, these more functional ele-
ments of these patients’ relational style have been deemed to make them 
rather pleasant individuals to work with (McWilliams, 2011).
Nonetheless, our results show that therapists also exhibit less ben-
eficial positive emotional reactions in response to their patients’ inter-
personal dependency. Particularly noteworthy in this respect is the 
way in which therapists presented patient cases in supervision and, 
more specifically, their choice of words (“a girl,” “a child,” “a scared 
mouse,” “a fragile little bird”). These descriptions clearly reflect a view 
of dependent (anaclitic) patients as rather weak and helpless individ-
uals in need of repair. In this context, therapists also expressed feel-
ings of sympathy and compassion, and described a tendency toward 
supportive and nurturing interventions in therapy. In terms of role-
responsiveness (Sandler, 1976), these responses can be understood as 
intuitive reactions to dependent (anaclitic) patients’ strong needs for 
affection and protection. With our therapists, these nurturing responses 
took on a variety of shapes: from some minor technical adjustments 
(e.g., one therapist’s adoption of a more directive approach to make the 
patient feel more comfortable; another therapist’s compassion toward 
a patients’ physical suffering and the resulting commitment to explore 
somatic symptoms thoroughly) to situations in which feelings of over-
involvement were more clearly discernable. The latter was, for exam-
ple, illustrated by a therapist describing an intuitive but conflicting 
tendency to advise and comfort the patient, as well as a sense of being 
way too active in therapy. Thus, in line with Luyten and colleagues 
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(2005a), we may conclude that patients’ helplessness, weakness, and 
care-seeking behavior “pulls” for a domineering position in therapists, 
in which the latter can identify with the assigned role of provider of 
unconditional love and support (McWilliams, 2011). Such support-
ive and soothing responses share substantial similarities with peda-
gogic CT (Reich, 1951), a form of CT in which therapists attempt to 
fulfill patients’ infantile desires by means of reassurance and through 
appeasement of anxiety.
In those three cases in which patients were considered so vulnerable 
and fragile that therapists became concerned about their mental well-
being and even feared psychological disintegration, therapists justified 
their concerns by referring to specific alarm signals in therapy (per-
ceived disinhibited/dysregulated affect, erratic/fragmented speech, or 
adverse effects of speaking), by which they felt overwhelmed. Regard-
ing (future) technical considerations, therapists described a particular 
caution with regard to handling these patients, such as a propensity 
toward containing or protective interventions. Further, they expressed 
feelings of incompetency with regard to their ability to help these 
patients within the preestablished time limit of the treatment. Although 
we are unable to draw any conclusions regarding to which degree these 
concerns were justified in the context of these patients’ treatment, we 
do need to emphasize that the context of the GPS prohibited partici-
pation of patients with acute psychiatric disorders requiring special-
ized care (such as acute suicide ideation or psychosis; Meganck et al., 
2017), and that our therapists expressed their concerns relatively early 
on in the treatment process (timing of supervision after therapy ses-
sions 1 and 3). It is possible that identification processes were at play 
in which therapists got contaminated by their patients’ anxieties (Gurt-
man, Martin, & Hintzman et al., 1990). As such, we might interpret that 
these cases are illustrations of the effects of the extreme (help-seeking) 
demands that dependent (anaclitic) patients bestow on their immediate 
environment. In any case, our findings regarding therapists’ general 
caring and nurturing responses are highly consistent with previous 
empirical research supporting the relationship between the dependent 
(anaclitic) personality organization and parental/protective CT pro-
cesses in therapy (Hennissen et al., 2019; Westerling et al., 2019).
In addition, we found that therapists experienced dependent (ana-
clitic) patients as being highly interpersonally appealing. All patients 
except one were perceived as bestowing strong demands on therapists 
in the therapeutic relationship, ranging from strong helplessness and 
neediness to more defensive and controlling behavior (e.g., claim-
ing, demanding, and manipulative behavior or defensive aggression). 
Our results clearly show that these moments of interpersonal appeal 
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got under the therapist’s skin. Therapists expressed initial feelings of 
bewilderment and perplexity as a result of feeling put on the spot. 
However, as they felt their patients’ demands getting stronger (e.g., 
more hostile or more consuming), their own reactions seemed to inten-
sify and grow more hostile in return (e.g., feelings of irritation, frus-
tration, dread, anger, resentment). These findings are highly consistent 
with clinical-theoretical literature describing that dependent (anaclitic) 
patients’ interpersonal dependency can result in intense clinging and 
claiming behavior toward others (Luyten et al., 2005a). As a result of 
their need to test love through interaction with others (Gerrard, 2007), 
dependent (anaclitic) patients’ have been described as putting exces-
sive demands on their environment by means of a demanding and con-
suming relational style. Also, in line with our results, both Luyten and 
colleagues (2005a) and McWilliams (2011) have mentioned that these 
patients’ neediness, claiming behavior, manipulation, subtle aggres-
sion and so-called “silent rebellions” may readily lead to irritation and 
resentment in others.
Lastly, we found evidence for strong hostile feelings in three cases 
where therapists found that patients persistently withdrew from the 
therapeutic process in terms of (emotional) engagement. In these situ-
ations, therapists specifically described the experience of being kept at 
bay by their patients, or they expressed the impression that patients 
were bypassing the exploration of important yet sensitive topics (e.g., 
changing the subject, selective sharing of information, or using ratio-
nalized speech). Therapists also seemed to experience difficulties when 
they were unable to discern an authentic therapeutic question in which 
patients were willing to question their own subjective implication in 
their problems, or when they felt that patients left it up to them to solve 
their problems without engaging in the solutions themselves. These 
attitudes were deemed to interfere with the process of real therapeu-
tic change. The latter is consistent with McWilliams’s (2011) view that 
these patients’ underlying passivity and emotional dependency can 
evoke negative feelings in therapists, especially when therapists insist 
on making real-life changes.
However, we would have expected that CT processes revolving 
around patients’ resistance would be much more characterizing of 
clinical work with self-critical (introjective) patients, as a result of these 
patients’ need to maintain interpersonal distance from others. It could 
have been the case that therapists merely formulated these “resistances” 
in introjective terms, but that they should rather be understood as 
defense mechanisms within the logic of interpersonal dependency. This 
means that these patients’ resistant demeanor might have to be under-
stood as an attempt to protect themselves in light of feared rejection and 
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abandonment. These fears may have resulted in difficulties disclosing 
true feelings (Luyten et al., 2005b). In other words, these signs of resis-
tance may need to be interpreted within a dialectic of mistrust about the 
dependability of others (Blatt & Shahar, 2005). Further research should 
aim to clarify whether therapists’ experiences of resistance in dependent 
(anaclitic) patients differ from those of self-critical (introjective) patients 
and whether these lead to different CT constellations.
Although our results concerning these more negative aspects of CT 
are generally consistent with the clinical-theoretical literature, the rela-
tively prominent role of these processes in our study stands in firm 
contrast with previous empirical research almost exclusively empha-
sizing the existence of positive emotional responses towards patients 
with dependent (anaclitic) depression (e.g., Hennissen et al., 2019; 
Westerling et al., 2019). Even though our sample size and methodology 
do not permit generalization across patients or therapists, the highly 
multifaceted nature of our results may be a consequence of our choice 
to use supervision sessions as our study setting. Due to the delicate 
nature of our research subject, it has been previously asserted that self-
report questionnaires in this research context often remain superficial, 
as they are especially sensitive to social-desirability biases (Betan et al., 
2005), and because they merely reflect the rather conscious aspects of 
CT (Fauth, 2006; Singer & Luborsky, 1977). Hence, results based on 
such questionnaires will only reflect what therapists want to (and can) 
admit to the outside world (Najavits, 2000). In contrast, the supervision 
context provides a much safer environment for therapists to elaborate 
on (difficulties in) their work with patients, which may lead to much 
richer and more ecologically valid data.
In summary, our results indicate a presence of positive as well as 
negative CT reactions in therapy with dependent (anaclitic) patients. 
More importantly, they suggest that these reactions can be understood 
in light of these patients’ characterizing interpersonal style of depen-
dency. Insofar as interpersonal dependency is perceived by thera-
pists to have a benign influence on the therapeutic process (adaptive 
aspects), therapists primarily seem to experience positive emotional 
reactions. However, these therapeutic responses may shift to more hin-
dering feelings of overinvolvement or hostility when therapists find 
that more maladaptive elements of their patients’ relational dynamics 
become prominent in therapy. These results suggest that there is a fine 
line between positive and negative CT reactions when working with 
dependent (anaclitic) patients, as well as a fine line between construc-
tive and hindering CT.
In view of clinical implications, our study suggests that therapists 
must be wary of the position in which they are maneuvered by patients. 
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As a result of role responsiveness (Sandler, 1976), therapists can become 
entangled in patients’ maladaptive interpersonal dynamics relatively 
quickly and thus repeat the dysfunctional interpersonal transactional 
cycles (Kiesler, 1983) characterizing patients’ interactions outside the 
therapy room. The question is therefore what therapists will do with 
the position assigned to them. Will they identify with it and become the 
“Good Mother” (saving the patient by becoming the loving and accept-
ing parent that s/he never had) or the “Big Daddy” (praise, advise, 
and comfort, yet sustaining the patient’s low self-esteem) (McWilliams, 
2011); or will they become the one to ultimately reject and abandon 
the patient (affirming that s/he is not worthy of love)? Or will they 
be able to maneuver out of that position and become another other 
for their patients? Based on our study, we suspect that an important 
task therein may be reserved for supervision. During the analysis of 
our data, we noticed that the act of speaking clearly contributed to the 
awareness of CT, more specifically through the identification of “auto-
matic” responses toward patients. Ultimately, our therapists used this 
information to think about which position they embodied toward their 
patients and how to navigate out of that position. As such, supervisory 
processes may play a pivotal role in the management of CT processes 
(Dulsster & Vanheule, 2019; Van Nieuwenhove, 2019). Further empiri-
cal research is needed to clarify how these supervisory processes affect 
the further evolution of CT as well as the broader therapeutic relation-
ship and, more importantly, how CT management might influence the 
course and outcome of treatment.
Although our study suggests that psychodynamic therapists can 
(and do) utilize CT as a source of information on their patients’ 
unconscious functioning and the general structure of the therapeutic 
relationship, we do want to caution against a rather uncritical use of 
descriptive CT models (portraying “typical and expected reactions”) 
as a benchmark in the diagnostic process. In agreement with Gelt-
ner (2006), we maintain that clinical and diagnostic judgements based 
on CT should merely function as working hypotheses in treatment. 
Although we could discern global and recurrent patterns across ther-
apists, we also encountered CT reactions which were highly unique 
to the therapist-patient dyad, testifying to the fact that every ther-
apeutic encounter remains unique (Löffler-Stastka, Sell, Zimmer-
mann, Huber, & Klug, 2019). These unique reactions were, however, 
not accounted for in our results as our study aimed at identifying 
shared patterns across therapists. Nonetheless, even within the con-
text of those shared patterns, CT reactions were often expressed in 
an idiosyncratic manner. In any case, it seems highly reasonable to 
suspect that aspects pertaining to the person of the therapist have to 
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be considered in order to understand their reactions to patients. In 
this respect, case study research may provide a fruitful gateway to 
further deepen our understanding of how both patient and therapist 
uniquely contribute to the relationship, and to obtain a more compre-
hensive understanding of CT. 
To our knowledge, this study is the first to inquire on CT patterns 
toward dependent (anaclitic) depressed patients in depth. In doing so, 
we reckoned with the need for more elaborate methods in CT research 
(Fauth, 2006). By analyzing narrative material from supervision ses-
sions, we were able to overcome several disadvantages characterizing 
previously conducted research on this topic relying on the use of self-
report measures (Genova & Gazillo, 2018; Hennissen et al., 2019; West-
erling et al., 2019).
First and foremost, the confidential setting of supervision allowed 
us to reduce the impact of social-desirability biases associated with 
self-report questionnaires. Although the illustrations presented in the 
Results section often contain sharp statements about patients, we do 
feel inclined to emphasize that patient discussions were always carried 
out within a general atmosphere of professionality and respect. Some 
statements were taken out of their context to highlight our argumenta-
tion, but mostly they should be treated as an effect of the supervision 
context, providing a safe platform to speak and associate freely about 
clinical work.
Second, through therapists’ elaborate narratives in supervision, it 
was possible to study how CT is shaped in interaction with patients. 
Such dynamics could not be identified in previous quantitative stud-
ies using the TRQ (Zittel & Westen, 2003), as they merely provided a 
descriptive account of CT on item level without grounding these pro-
cesses in (the experience of) meaningful interpersonal events in ther-
apy. Lastly, we were able to identify more unconscious aspects of CT in 
the therapists’ narratives, for example, through the general emotional 
tone with which patients are discussed, by therapists’ focus on certain 
topics, and through word choice. We maintain that the combination of 
these factors has allowed us to create a richer and far more complex 
portrait of CT than the former studies, thereby doing justice to clinical 
reality.
Aside from studying (complex) CT patterns in larger samples, 
promising lines for future research include comparative studies of CT 
processes in clinical work with self-critical (introjective) patients. As 
a result of these patients’ focus on autonomy and maintaining inter-
personal distance, we may expect that therapists will become less emo-
tionally engaged compared with dependent (anaclitic) patients. Previ-
ous psychotherapy process research has pointed to the fact that these 
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patients’ interpersonal attitudes may have an unfavorable impact of 
the formation of a strong therapeutic relationship (Blatt & Zuroff, 2005; 
Zuroff et al., 2016). Nevertheless, empirical studies using self-report 
questionnaires to measure the possible effect of these patients’ inter-
personal attitudes on therapists’ CT (Genova & Gazillo, 2018; Hennis-
sen et al., 2019; Westerling et al., 2019) have thus far produced incon-
sistent results (see Introduction). Based on the richness and complexity 
of the results in the current study, we can assume that studies using a 
similar methodology may produce a richer insight into CT processes 
in this regard.
To further enhance our understanding of CT toward dependent 
(anaclitic) and self-critical (introjective) patients, it might also be mean-
ingful to examine whether our results are applicable to other forms of 
treatment. In this study, we have chosen to focus on psychodynamic 
therapists because of the pivotal role that the concept of CT plays in 
psychodynamic theory and treatment models, as well as in supervi-
sion. However, empirical research remains inconclusive regarding to 
which degree CT patterns are generalizable across treatments, with 
some studies attesting to the universality of certain CT patterns (e.g., 
Betan et al., 2005; Colli et al., 2014; Tanzilli et al., 2015) and other studies 
suggesting the contrary (e.g., Hennissen et al., 2019).
Lastly, it remains to be investigated how CT with dependent (ana-
clitic) and self-critical (introjective) patients evolves over the course 
of treatment. If patients’ interpersonal attitudes come to change as 
therapy progresses, it can be assumed that this will be associated with 
changes in transference and CT constellations. On the other hand, 
supervisory processes may also play an important role in the mitiga-
tion of patient-therapist impasses and thus create new opportunities in 
treatment, which may in turn influence the further course of therapy. In 
this regard, previous empirical research has already suggested that CT 
may benefit the clinical work on the condition that it is recognized and 
well managed (Hayes et al., 2018).
Based on this study, we conclude that supervision data provide an 
excellent gateway to identify complex CT processes in psychotherapy. 
CT processes in clinical work with dependent (anaclitic) depression 
are clearly more complex than previous research has indicated. We 
therefore strongly encourage further in-depth research on this topic 
by means of qualitative or mixed-method methodologies. These 
research practices can aid us in further identifying possible pitfalls 
in the clinical work with depressed (and other) patients, ultimately 
giving clinical practitioners hands-on tools for the improvement of 
treatment.
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